tions producing them is very insufficient, and therefore these symptoms have not the important diagnostic value which they otherwise ought to possess.
Last year Dr Phillips,* in a paper read before the Obstetrical Society of London, narrated a series of cases of retroflexion of the uterus, which had given rise to abortion, and he also remarked the well-known fact of long retention of a portion of the ovum after such abortions. The discussion produced by this paper was interesting, the question raised being?What is the cause, and what pathological alterations take place in order to produce this kind of abortion ? Dr Barnes thought that the displacement of the uterus necessarily induced a morbid condition of its tissue, especially engorgement of the body and dilatation of its cavity. Dr Braxton Hicks was of opinion that, in consequence of the dependent position of the uterus, the height of the column of blood was increased to the amount of three inches, the gravitation of which would retard its return into the veins, and thus assist in producing extravasation and the consequent death of the ovum. Drs Easch and Braxton Hicks have attested the fact of a difficulty in the discharge of the dead ovum in the abortion produced by retroflexion of the uterus. Dr Bantock mentioned one case where he had seen abortion produced by anteversion of the uterus.
Having had the opportunity of investigating the discharged ovum in two cases of abortion from displacement of the uterus, I found some alterations which enable us to understand better the symptoms that are observed in some cases of this kind of abortion. floating. This fluid also contained the fcetus, which was 6-5 cm. in length from the crown of the head to the tip of the os coccygis. Its body was covered with a fine membrane, which was very easily removed. This membrane consisted of fibrin, which in some places is fibrous, and in others finely granular, and which, in some parts, contained red blood-corpuscles. The foetus was quite fresh, and presented no traces of maceration.
The skin and muscles under the microscope showed their structure to be normal, without any trace of retrograde metamorphosis. The fcetus was suspended from an umbilical cord five centimetres long, which was fastened to the centre of the above-mentioned thickened part of the walls. The umbilical cord was quite free from twistings. The walls of the ovum consisted of two layers easily distinguishable?an internal one, which had all the properties of the amnion, and the external one, which was thicker, and consisted of chorion and decidua.
The decidua could be found on the whole surface of the ovum, but its thickness was not everywhere the same. The thickened; part of the walls, which by its position corresponded to the placenta, was very hard, fibrous, and contained only a few places where the spongy structure of the normal placenta could be discovered. On the inner surface of the placenta were many centres of extravasation of different sizes, varying from a pea to an almond, and these were prominent in the cavity of the ovum. The decidua was everywhere dense and solid, and very difficult to tear. Its structure was very much altered, and the tissue was very fibrous; the fibres were thick, and between them the decidual cells could be found in verysmall quantity, and almost all the cells were fattily degenerated.
In the tissue altered in this manner many white cells were embedded, especially in the neighbourhood of some vessels. From the decidua serotina many processes dipped into the structure of the placenta. These processes ramifying produced a network, in the meshes of which the villi of the chorion were situated. The spaces between the villi and the branches of the above-mentioned processes of the altered decidual tissue were occupied in some places by freshly coagulated blood, and in others by blood The answers to these questions are given in the history, the investigation of the patient, and the examination of the diseased ovum.
We recall that during pregnancy the uterus was found displaced, and that this displacement was noticed as combined anteversion and anteflexion of the gravid uterus. The uterus was freely movable, indicating the absence of adhesion. The history shows that the patient was always quite healthy, the menstruation always quite regular and painless, that she was three times confined. These facts contradict the diagnosis of congenital flexion. Considering that in the last childbed the patient was compelled to get up very soon and to walk a great deal, and that at this time she had some symptoms (haemorrhages and white discharges) of an abnormal condition of the congenital organs, we must refer the flexion to the category of post-partum flexion. It is known that this kind of flexion is not always followed by sterility, and that the and some diseases of the heart. The alterations of the decidual tissue as the result of chronic inflammation, resulted in the entire destruction of the decidua, so that we have had before us the diffused character of the inflammation (endometritis decidualis chronica diffusa). The decidua serotina was altered in the same manner. The blood-vessels lying in the tissue of the decidua were compressed in proportion to the alteration, and the circulation of the blood became more and more difficult.
As one of the results of these difficulties, we regard the slow development of the thrombosis in the sinuses of the placenta. Considering the difficulties of the blood-circulation in a uterus which is anteflected, where some degree of stagnation exists, it will be clear that when the difficulties of the circulation produced by the chronic inflammation are added, a slight amount of hyperemia will suffice to produce a rupture of the vessels, and by this a haemorrhage. Such a hyperemia took place in our patient in the beginning of the fourth month of the pregnancy, in the same manner as we observe it in women to take place from mental depression (caused in our case by the death of a daughter). By means of the haemorrhage the bloodcirculation was re-established, and, as evidence of the bleeding, there only remained the centres of extravasation in the decidua. These extravasations lying in the decidua, acting as a foreign body, produce irritation of the peripheral ends of the nerves of the uterus, and in this way induce reflex contraction of the muscular fibres of the uterus, and so cause the before-mentioned spasmodic pains. These contractions of the uterus are produced in the same way as we are accustomed to see them in cases of decidua menstrualis, and in cases of abortion in cholera,* and in typhus patients. In our case, however, the bleeding and the spasmodic pains were observed during three weeks; and although no medical aid was employed, yet abortion did not take place. The explanation of this phenomenon we find in the alterations of the decidua. We have seen that the tissue of the decidua was found to be fibrous, and could not be easily torn.
During the act of abortion, as is known, the mucous membrane of the whole cavity of the uterus is always rent in two parts, one of which remains in the cavum uteri, and the other comes out with the ovum and placenta. Nevertheless, although we had considerable contractions of the uterus, this rent did not take place, because the decidua was very hard and firm. As we learn from the history of the patient, such haemorrhage and spasmodic pains occurred many times, but without being able to produce the abortion till the time when some alterations in the decidua rendered its separation more easy. The extravasations in the decidua mentioned above, and the partial obstruction of some vessels, produced subsequently an insufficient nourishment of the tissues, so that their fatty degeneration took place, in consequence of which the rent could be more easily made. In the beginning of the pregnancy, when the blood circulated freely in the decidua serotina, the development of the foetus could advance very well. But when the gradual process of the development of the thrombosis sinuum placentae took place, the development of the foetus could not advance so regularly. Now, we have had before us a general arrestment of the development of the fcetus?the socalled micro-development. That the fcetus was living until shortly before the abortion, is obvious from the fact that the tissues of its body were very well preserved, and that we could find no trace of maceration. The sensations of the patient after the first haemorrhage, which made her think that the death of the fcetus had taken place, are not to be much considered, because these sensations in the lower part of the belly may be produced by many diseases of the uterus; and in our case there were several. Considering the alterations of the decidual tissue in the placenta materna (decidua serotina), and the symptoms produced by them, we see that this case has a complete analogy to the first case.
In both cases, the first impulse to produce haemorrhage could be easily found. In the first, it was a hypersemia, the result of a mental affection; and in the second it had a traumatic origin. In the first case, the time elapsing before the expulsion of the diseased ovum was longer than in the second, its course having been left uninterfered with, no medical treatment having been used. In the second, as we have seen, the disease was diagnosed, and the abortion was earlier brought about by suitable treatment.
Both of the described cases are uncommon, considering the great degree of alteration which had taken place. Every flexion does not produce such alterations; and when they do take place, they are very rarely of such a high degree. Analogous circumstances we find in the unimpregnated uterus.
To speak about the cases of slight degree of alteration produced by displacement of the uterus is not my purpose, because I have not had opportunity to investigate the decidua in such cases.
I wish only to indicate the probability of such alterations, and especially in the decidua serotina, being the cause of the abortion, as well as of its prolonged course, just as in the above-described cases, but in a less degree.
Professor Simpson observed, we often have cases of abortion set down as due to flexions; but then Dr Slavjansky goes a step further, and says it is the endometritis which is the cause; but here he would have gynaecology at issue with him. He says, there is first a flexion, and, as a result, endometritis after conception has taken place. I am somewhat inclined to agree with him, and with those gynaecologists who take his view. The paper he thought a most interesting one, and he questioned, if in our own language we have any paper which so well and thoroughly explains the pathological changes, uterine and ovuline, in such cases.
Dr Slavjansky, in reply, thanked the Society for its reception of his paper, and made some further observations on the relations between flexions and endometritis.
